WMAP Provider Handbook,
Issued: 02/95

Part D, Division I

APPENDIX 4a

iD5-011

SAMPLE HCFA 1500 CLAM FORM

COMPREHENSIVE SCREENWITHTMMUNIZATTON,
HEMOGLOBIN, AND LAB HANDL]NG FEEFOR LEAD SCREENING

CLAIM SORT INDICATOR "H"

RECEIVED THE FISCAL AGENTTHROUGH 6/30/95
ANY. HEALTH ‘CHECK PROVIDER

HEALTH INSURANCE CLAIM FORM

[

1. MEDICARE
.

MEDICAID
L

CHAMPUS

s SSN) D (VA File #)

GROUP FECA

CHAMPVA OTHER
HEALTH PLAN BLK LUNG
(SSN or ID) D (SSN)

1a. INSURED'S 1.D. NUMBER

1234567890

(FOR PROGRAM IN ITEM 1)

Recipient, Im A

2. PATIENT'S NAME (Last Name, Firs! Nama. Middie invtal)

D (1D)
3. PATIENT'S BIRTH DATE
MM DD YY SEX

MM DD YY K] *f[1

4. INSURED'S NAME {Last Name, First Name. Middie inibal)

5. PATIENT'S ADDRESS (No.. Sueet)

609 Willow St,

6. PATIENT RELATIONSHIP TO INSURED

et [ somse ] onl ] _omel ]

7. INSURED'S ADDRESS (No., Street)

STATE | 8. PATIENT STATUS

semso[ | ames [7]  omer [ ]

cny

Anytown

2P CODE TELEPHONE (Include Area Code)
55555 ( XXX) XXX-XXXX

EmptoysdD Fu'ITmD Part-Tume

ciIYy STATE

2P CODE TELEPHONE (INCLUDE AREA CODE)

( )

9. OTHER INSURED'S NAME (Last Name. Farst Name. Muddie insal)

10. 1S PATIENT'S CONDITION RELATED TO:

a OTHER INSURED'S POLICY OR GROUP NUMBER

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? {(CURRENT OR PREVIOUS)

DYES DNO

a. INSURED'S DATE OF BIRTH
MM 0D ; YY

| ] D

SEX

an

PATIENT AND INSURED INFORMATION ——————> |<4— CARRIER —>

PREGNANCY(LMP)

'

b OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME
MM e o] Yy .
il Dnllliin [Jes [
c. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
[Jves [w
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO # yos. retumn to and compiete itern 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorze the release of any medical or other Y pay of medical to the phy o suppler for
10 process ¥ws clam. | akso request payment of governmant benefits either 1o myselt or 10 the party who accepts assgnment Bervices described below.
below.
SIGNED DATE SIGNED A
14. DATE OF CURRENT. ILLNESS (Fwst syrruom) OR 15. IF PATIENT HAS HAD SAME OR SIMIIAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION 4&
MM DD YY ‘:wuav(mm) RSTDATEMM:DD) MM | DD oYY MM DD | YY

TO ' '

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. 1.D. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM . DD | YY [Y Y 2%

FROM ! ! TO ! !

L I A i

19 RESERVED FOR LOCAL USE

20. OUTSIDE LAB? $ CHARGES

flves [Jwo_| ]

. V70,0

21. DIAGNOS!S OR NATURE OF ILLNESS OR INJURY. (RELATE {TEMS 1.2.3 OR 4 TO ITEM 24E BY LINE)

R

22. MEDICAID RESUBMISSION
CODE

ORIGINAL REF. NO.

* ;'f—' 23. PRIOR AUTHORIZATION NUMBER
2 . 4 1 _ _
24 A B c D E F DEYS}EKHD ] J K
Place | T PROCEDURES, SERVICES, OR SUPPLIES
MM Fﬁfms:vws:uml;b v |sen - crrnane ) wg:’em sCuARGES | oF<| T | EMG | o8 REMSEM&?R
pai01 95 | T _ |13l L 1 xx xx |1
04601 95| . |31 §90707 | | 1 XXX |1
0401 95 | ¢ |31 90720 | ! 1 XXX |1
Joswol 95| ' |35 §'83020 | ! 1 XXX |1
Joswor 95| o i 3]s E99ooo | 1 XXX |1
® FEi)E T:AX D. UMB;ER : SSN EN 26 PAT'IENTSACCO!NT'K); 27. ACCEPT El j
25. RAL- 1.D NI | 26 . P 3 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANC_E DliE.
O | 123400 Tves [Tw fs XXXEX |s L mxx

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(1 cerdly that the staternents on the reverss

apply 10 Hus bilt and are Mace a part therect.)

32. NAME AND ADDRESS OF FACKITY WHERE SERVICES WERE
RENDERED (it other than home or offios)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADDRESS, ZIP CODE
& PHONE #

I. M. Billing

<———————— PHYSICIAN OR SUPPLIER INFORMATION

I.M, Authorized 1 W, Williams
) MM/DD/YY
SIGNED DATE ! ome Anytown, | grs 87654321
{APPROVED BY AMA COUNCIL ON MEDICAL SERVICE &/88) PLEASE PRINT OR TYPE FORM HCFA;‘s:& (12-90) RRE. 1500



